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Initial Comments

This Statement of Deficiencies was generated as
a result of the annual state licensure survey
conducted at your facility on 12/4/08,

The survey was conducted using Nevada
Administrative Code {(NAC) 449, Residential
Facility Groups Regulations, adopted by the
Nevada State Board of Health on July 14, 2006.

The facility was licensed for 8 total beds.

The facility had the following category of
classified beds: Category 1 - one bed; Category
2 - seven beds.

The facility had the following endorsements:
Residential facility which provides care to elderly
and/or disabled persons, and for persons with
mental illness, andfor persons with chronic
ilnesses.

The census at the time of the survey was 5. Five
resident files and 2 closed resident files were
reviewed and 4 employee files were reviewed.

There were 3 complaint(s) investigated during the
survey.

Complaint #NV16124 Unsubstantiated
Complaint #NV17324 Substantiated (Tag Y820,
Y1020)

Complaint #NV18885 Substantiated (Tag Y181)

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.
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regulation

NAC 449.196

1. A caregiver of a residential

facility must;

{¢) Understand the provisions of NAC
449 156 to 449.2766, inclusive, and
sign a statement that he has read
those provisions.

This Regulation is not met as evidenced by:
Based on record review, the facility failed to
ensure that 1 of 4 caregivers read the provisions
of NAC 449.156 to 449.2766 and signed a
statement that he has read those regulations
{(Employee #3}.

Findings include:

The facility was unable to provide an employee
file for Employee #3.

Employee #3 indicated his employee file was in
California. The employee revealed he had been

living and working at his home in California. The |

employee had decided to stay in Las Vegas and
work at this facility.

Severity: 1 Scope: 1
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SS=E| re-training

NAC 449.196

3. If a caregiver assists a resident of a residential
facility in the administration of any medication,
including, without limitation, an over-the-counter
medication or dietary supplement, the caregiver
must:

{a) Receive, in addition to the training required
pursuant to NRS 449.037, at least 3 hours of
training in the management of medication. The
caregiver must receive the training at least every
3 years and provide the residential facility with
satisfactory evidence of the content of the training
and his attendance at the training; and

(b) At least every 3 years, pass an examination
relating to the management of medication
approved by the Bureau.

This Regulation is not met as evidenced by: :
Based on record review, the facility failed to
ensure that 2 of 4 caregivers had completed the

[
i
|
required three hour medication management !
training (Employee #1, and #3). |

Findings include:

Employee #1 was hired on 5/9/08. Therewas no |
documented evidence of a medication training |
certification in the employee file. |
Employee #3 had an unknown date of hire. |
There was no documented evidence of a i
medication training certification in the employee
file.
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Findings include: i
The facility was unable to provide an employee |
file for Employee #3. |
Employee #3 indicated his employee file is in !
California. The empioyee revealed he had been |
living and working at his home in California. The |
employee has decided to stay in Las Vegas and |
work at this facility. é
Severity. 2 Scope: 1
Y 103 449.200(1)(d) Personnel File - NAC 441A | Y103
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(g) of subsection 1 of NAC 441A.200.

7. A medical facility shall maintain surveillance of
employees for the development of pulmonary
symptoms. A person with a history 'of tuberculosis
or a positive tuberculosis screening test shall
report promptly to the infection control specialist,
if any, or to the director or other person in charge
of the medical facility if the medical facility has not
designated an infection control specialist, when
any pulmonary symptomns develop. If symptoms
of tuberculosis are present, the employee shall
be evaluated for tuberculosis,

Based on record review, the facility did not
ensure that 4 of 4 employees had received the
required tuberculosis (TB) skin testing and/or
documentation and/or physician physical
examination (Employee #1, #2, #3 and #4).

Findings include:

1. Employee #1 was hired on 5/9/08. The
employee’s file contained proof the employee
tested positive for TB on 5/11/07. The file did not
contain a copy of a negative chest x-ray report
required for those who test positive for TB.

Employee #1 indicated she had a chest x-ray but
could not find evidence of the results in the
employee file.

2. Employee #2 was hired on 5/1/08. The
employee's file contained a negative chest x-ray
report dated 10/5/07. The file did not contain
evidence in the form of a positive skin test or a
physician staterent that the resident had tested
positive for TB. The employee's file did not
contain the results of physical examination.

3. Employee #3 has an unknown date of hire.
The empioyee’s file did not contain the results of
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SYS1 04 448.200(1)(e) Personnel File - References
=D

| physical examination or a physician certification
that the employee was in a good state of health,
was free from active TB and any other disease in
a contagious stage. There was no-documented
evidence of any TB skin testing or chest x-ray.

Employee #3 indicated his file was/in 2 home in
California. The employee indicated he was
current in his TB testing.

|
4. Employee #4 was hired 7/1/08. The
employee's file did not contain the results of
physical examination or a physician certification
that the employee was in a good state of health,
was free from active TB and any other disease in
a contagious stage. There was no documented
evidence of any TB skin testing or chest x-ray.

| Employee #1 was not sure why the employee had
| not had any testing done.

Severity. 2 Scope: 3

| This is a repeat deficiency from survey on
7/31/07. .

| NAC 449.200
1. Except as otherwise provided in subsection 2,
a separate personnel file must be kept for each
, member of the staff of a facility and must include: |
(e} Evidence that the references supplied by the
employee were checked by the residential facility.

This Regulation is not met as evidenced by:
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NAC 449.200

1. Except as otherwise provided in subsection 2,
a separate personnel file must be kept for each
member of the staff of a facility and must include:
(f) Evidence of compliance with NRS 449.176 to
449.185, inclusive.

This Reguiation is not met as evidenced by:
NRS 449.176 Investigation of criminal history of
applicant for license to operate certain facility.

1. Each applicant for a license to operate a
facility for intermediate care, facility for skilled
nursing or residential facility for groups shall
submit to the Central Repository for Nevada
Records of Criminal History two complete sets of
fingerprints for submission to the Federal Bureau
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Findings include:
&y 2lielod
The facility was unable to provide an employee
file for Employee #3.
Employee #3 indicated his employee file was in
California. The employee revealed he had been
living and working at his home in California. The
employee had decided to stay in Las Vegas and
work at this facility.
Severity: 2 Scope: 1
This is a repeat deficiency from survey on
7/31/07.
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provide personal care services in the home, an
agency to provide nursing in the home, a facility
for intermediate care, a facility for skilled nursing @ b
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the information contained in the written statement
obtained pursuant to paragraph (a);

(c) Obtain from the employee or independent | N Brsocdnaemng B S
contractor two sets of fingerprints and a written | % '
authorization to forward the fingerprints to the i G N\e s
Central Repository for Nevada Records of
Crimina! History for submission to the Federal | ‘9_\ a\m\o]

Bureau of Investigation for its report; and
(d) Submit to the Central Repository for
Nevada Records of Criminal History the
fingerprints obtained pursuant to paragraph (c). |
2. The administrator of, or the person '
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Y 105 | Continued From page 14

The file lacked documented evidence of a signed
statement indicating the employee had not been
convicted of any crimes listed in NRS 449.118, a
negative background check report, or two copies
of the employee's fingerprints.

4. Employee #4 was hired on 7/1/08. The file
lacked documented evidence of results from the
Nevada repository.

Severity: 2 Scope: 3

This is a repeat deficiency from survey on
7/31/07.

Y 152
85=C

449.204(2) Insurance-BLC endorsement

NAC 449.204

2. A certificate of insurance must be furnished to
the Division as evidence that the contract
required by subsection 1 is in force and a license
must not be issued until that certificate is
furnished. Each contract of insurance must
contain an endorsement providing for a notice of
30 days to the bureau before the effective date of
a canceliation or nonrenewal of the policy.

This Regulation is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure the Bureau of Licensure and
Certification (BLC) endorsement providing for a
notice of 30 days to BLC before the effective date
of a cancellation or nonrenewal of the policy.

Findings include:
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NAC 449.209

and safety.

law.

Findings include:

10/20/08.

Y 152 | Continued From page 15

There was no Certificate of Liability Insurance
policy in the facility.

On 12/4/08 at 4:10PM, Employee #2 revealed the
insurance policy was kept in her other home in
Las Vegas. The employee was currently in
California and unable to produce the policy.

Severity: 1 Scope: 3

1. A residential facility must:
{b) Comply with all local ordinances and state and
federal laws and regulations relating to zoning,

sanitation, accessibility to persons with disabiltiies

This Regulation is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure compliance with state and local

The sprinkler system was inspected 7/19/07 and

On 9/11/08 The City of Las Vegas Fire &
Rescue/Fire Prevention Division inspected the
facility. The following citations were documented:

1. NRS 477.120 Provide emergency lighting for
corridors and/or exits

Y 152

Y 171 449.209(1)(b) Health and Sanitation-Local Laws | Y 171 \’\‘1 \
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Y 171 | Continued From page 17 Y 171
Severity. 2 Scope: 3
Y 172 449.209(2) Health and Sanitation-Outside Y 172 \f 12
88D/ garbage QY ¢A L FACALCA T WP
NAC 449.209 nowt RE[OWRT, oD O
t2h Cfontlainers ussd Iio store garbz?e outside (c;f BOVLTD L COIBEL G SUMDCE
e facility must be kept reasonably clean an
must be covered in such a manner that rodents CLY % DR AT Fhadvy.
are unable to get inside the containers. At least A e LATALnLD
once each week, the containers must be emptied : .
and the contents of the containers must be IO 0SR coueudan &b -
removed from the premises of the facility. S NG COTS VDR TATICN T
By D= B Ll h s >/ @4
This Regulation is not met as evidenced by: LRy, T oS 4 wreel.
Based on cbservation and interview, the facility
failed to ensure 1 of 3 garbage cans were ) R N LS TR ITOR waiveg
covered. VO L TOW. el T mrfcie YY)
Findings include: LS L O~ PLra A c_%l_
wLLYd o nAC AU S[.0DG
One garbage can on the driveway had garbage »
inside with no lid on top. A p~ro e mant DR
; ~ ot ﬁ \ 122
Severity: 2 Scope: 1
o\ a2hisleq
Y 173 449.209(3) Health and Sanitation-Inside garbage | Y 173
§5=D
NAC 449.209 \’ 1
3. Containers used to store garbage in the
kitchen and taundry room of the facility must be A Xherir v nowa Rae
covered with a lid unless the containers are kept & GO ARLTR it v
in an enclosed cupboard that is clean and Wi LT Ln eouad Tod
prevents infestation by rodents or insects.
Containers used to store garbage in bedrooms W Liscden .
and bathrooms are not required to be covered &\ avo oL
unless they are used for food, bodily waste or ) TS bE@n
FFLT QBB DLE G N

If deficiencies are cited, an approved plan of correction must be returmed within 10 days after receipt of this statement of deficiencies.
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NAC 449.209

8. The temperature of the facility must be
maintained at a level that is not less than 68
degrees Fahrenheit and not more than 82
degrees Fahrenheit.

This Regulation is not met as evidenced by:
Based on observation, interview, and temperature
measurement, the facility failed to maintain the
temperature not less than 68 degrees Fahrenheit.

Findings include:

On 12/4/08 at 9:45 AM, during the initial tour of
the facility, 1 female resident was observed sitting
on the couch watching Television and huddled
under a blanket and 1 male resident was

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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CEFICIENCY)
Y 173 Continued From page 18 Y173 COITURT) o ODeD o,
medical waste. ) BO M IS TR
Pgty PR D O e (V-2
darTed AR S Ul ], I09
This Regulation is not met as evidenced by: @
Based on observation, the facility failed to ensure oly pu~sscd mans ¥ Q
the garbage container in the kitchen had a lid. TG Yr1D
Findings include:
|
On 12/4/08 at 2:55 PM, the kitchen garbage can
was sitting by the counter near the sink in the :
kitchen. The garbage can did not have a lid.
Severity: 2 Scope: 1
S i 121 [
Y 181 449.209(8) Health and Sanitation-Temperature Y 181
S8=F @) FoeaL 1T xeFET wies

PNTFOWR I, LBl DL N &
AR TR Dl BT T
D W% WA o' Saguaedn)
LR DeALREEL D ~ov
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& DS IR RTOR
et e LT W }
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AL Ase 449 2DA(2)
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Y 181 | Continued From page 19 Y 181 @ Cap~tT onae A .
observed wearing a coat. &3 JHSACSTA BS @ahn-Sg
AL Ve Y Y 7D @w JL)‘JJE
A check of the temperature inside the facility — e 2 R
dining area revealed the room temperature was e ® < MEJ'"
60 degrees Fahrenheit. D N tovm PLA B st
Employee #3 indicated the thermostat was turned 2\ exToeaavnany %10
on at night and turned down during the day. The ~Q% ﬂ &\
thermostat was set at 65 degrees. The employee
had a key to unlock the box over the thermostat. o
The employee was not aware of the required 5\ 2'\ “—Q ]
range of temperature for a facility.
The temperature in the facility was 75 degrees by
12:35 PM. Employee #3 revealed a door in the
back of the house had been left open. The house
remained at 75 degrees for the rest of the survey.
On 12/4/08 at 4.45 PM, Resident #3 indicated it's
cold since the weather has changed. The
resident indicated she felt warmer this afternoon.
On 12/4/08 at 4:50 PM, Resident #1 indicated the
facility was sometimes cold in the winter.
Severity: 2 Scope: 3
Complaint #NV00018885
Y 206/ 449.211(4)(a) Automatic Sprinklers-Quarterly Y 206 90 (o
85=F | Inspections \f
Q\ e N A LS YA T -
NAC 449.211 STED Sonen
4. An automatic sprinkler systern that TR AN E D R0 uadtie
has been installed in a residential NS Rl e w05 oF i |a3)o]
facility must be inspected: ;
(a) Not less than once each calendar G\ 2V M na DL e
quarter by a person who understands the B d @ ~UpT TACL Ty
manner in which the system operates SAtla, D FOWL Ty R

)i deficiencies are cited, an approved pian of correction must be returned within 10 days after receipt of this slatement of deficiencies.
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Y 206 | Continued From page 20 Y 206 QIR =LA, Vs QRS RO
. L B ona @
and the manner in which it should be te YO ™ H
maintained. LA @t @ vt Pecaoll,
=AY - S WY TOA et d e
LoPd O BTl ey
This Regulation is not met as evidenced by: NS QBECLONA, (LR APBULT O
Based on observation and interview, the facility =
failed to have a quarterly inspection on the
automatic sprinkler system compieted by a AN pr<beanans S\
person who understands the manner in which the ~eg ot
system operates and the manner in which it
should be maintained. AN '[ a.%\oq
Findings include:
There was documented evidence of a quarterly
inspection of the automatic sprinkler system on
10/20/08 and 7/19/07.
The owner confirmed the last service was
conducted on 10/20/08. He reported he had
contacted (name of a local company) Fire to
begin quarterly inspections.
Severity: 2 Scope: 3
Y 251| 449.217(2) Storage of Food-Perishable foods Y 251 \{ 75
85=F | refrigerated
Q.,\ TIERT 0% vt FhC vy
WAl LRl LR L)
NAC 4_49217 . A% deaucition o F
2. Perishable foods must be refrigerated at a AT ad Q.o é
temperature of 40 degrees Fahrenheit or less. 49. » ST
Frozen foads must be kept at a temperature of 0 FEU G AeTy, g1 e T,
degrees or less.
9 @\ FOVA L LWL
(ot 2T S {19;.2. z&u‘-‘m ~0
ISR =T e a44Q.ar
. . . . L9 vl O P P!
This Regulation is not met as evidenced by: o <
It deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 251 | Continued From page 21 Y 251 <) afy s—Ko Q
Based on observation and interview, the facility
failed to ensure proper storage of perishable
foods.
Findings include:
On 12/4/08 at 4 PM, during facility tour, peeled
potatoes were noted to be in a basin of water with
black flecks in the water. A ham was sitting on
the counter covered with aluminum foil. A bowl of
rice with egg was covered with saran wrap and
sitting on the counter.
Employee #4 indicated the rice was his lunch and
not for the residents. The potatoes were for
dinner. The employee did not realize he could
not have food sitting out on the counter.
Severity: 2 Scope: 3
Y 272| 449.2175(3) Service of Food - Menus Y 272 > Rl < |
S8=C Q.) SFOCL L T0A LD et
Ol & ool A e

NAC 4492175

3. Menus must be in writing, planned a week in
advance, dated, posted and kept on file for 90
days.

This Regulation is not met as evidenced by:
Based on observation and interview, the facility
failed to provide weekly menus.

Findings include:
A four week cyclical menu was posted on the

cork board in the dining room. There were no
dates on the menu.

Employee #1 revealed she knew what the
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Y 272 Continued From page 22 Y 272 A TR CiA T & O
regulation was but did not change the menus T4 N -
since this system was in place by the owner of
the facility (Employee #2). 2y 2\m\\ ol
Severity: 1 Scope: 3
. . . -
Y 273 449.2175(4) Service of Food - Special Diets Y 273 -1

S5=E

NAC 4492175

4. Aresident who has been placed on a special
diet by a physician or dietitian must be provided a
meal that complies with the diet The
administrator of the facility shall ensure that
records of any modification to the menu to
accommodate for special diets prescribed by a
physician or dietitian are kept on file for at least
90 days.

This Regulation is not met as evidenced by;
Based on interview and record review, the facility
failed to ensure a special diet be provided for a
resident as prescribed by a physician for 2 of 5
residents (Resident #1 and #2).

Findings include:

Resident #1 was admitted on 6/30/08 with
diagnoses including diabetes mellitus,
hypertension and cerebral vascular accident,

The admission physical dated 6/24/08 indicated a
physician's order for a no sait and limited liquid
intake, 1 quart a day.

Resident #2 was admitted on 4/23/08 with
diagnoses including diabetes, hypertension,
coronary artery disease and colon cancer. The
admission physical dated 4/23/08 indicated a
physician’s order for a 1800 calorie diabetic diet.
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f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this stalement of deficiencies.
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Y 273 | Continued From page 23 Y 273
On 12/4/08 at 12:35PM, Employee #3 indicated
he would give the residents food with no salt.
The employee explained the residents had a right
to eat what they wanted to eat. The employee
indicated Resident #2 would request another
portion of food. If the resident did not receive
more food, the resident would go to a community
store and buy food. The employee admitted the
resident's physician had not been notified the
resident was not following the ordered diet.
Employee #3 indicated he was not aware of a
diabetic menu in the facility. The employee was
not aware of how much food was indicated on a
1800 calorie diabetic diet.
Severity: 2 Scope: 2
a4
Y 274, 449, 5 ice of Food - Substitutions Y 274
coon 49.2175(5) Service of Foo st @\ ee . o X
5. Any substitution for an item on the menu must Forl R i
be documented and kept on file with the menu for e et Al B ek e
at least 90 days after the substitution occurs. A Be Depeg SAD oL
substitution must be posted in a conspicuous . B O D
place during the service of the meal. PorTRD & P
G,\ BT v L e L et D LR
b M) ey T LR
FDhoa—t TLA T @ntong
This Regulation is_not met as e\{idenced by:. . WA LoV LAl ag
Based on observation and interview, the facility e AdR. 2
failed to provide documentation of menu & R s,
substitutions. o\ o< roe %\ an @ -
Findings include: THR CRD " @ T
ol A2 .
The lunch menu for 12/4/08 indicated Braised AR
f deficiencies are cited, an approved plan of correction must be return
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NAC 449,229

3. A drill for evacuation must be performed
monthly on an irregular schedule, and a written
record of each drill must be kept on file at the
facility for not less than 12 months after the drill,

This Regulation is not met as evidenced by:
Based on record review on 12/4/08, the facility
failed to ensure monthly evacuation drills were
conducted on an irregular schedule for the past 8
of 12 months.

Findings include:

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION *3) gg&iﬁé’fgﬁz"
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Y 274 | Continued From page 24 Y 274 L) par~ Ocadnn v¥ 13
beef tips, mashed potatoes, gravy and fruit A 5 >y
cocktail was to be served. The lunch provided to
the residents included a turkey sandwich, lettuce _p_,\ :;-\\x‘\ O
salad and a piece of melon.
Employee #1 explained the substitution menu
was attached to the menu. The employee noted
the substitution menu had salsbury steak as the
substitued item.
Employee #3 indicated the facility sometimes did
not have the food on the menu and would serve
something else. The employee indicated he was
not aware he needed to write the substitutions on
the menu,
Severity; 1 Scope: 3
. . 4>
This is a repeat deficiency from survey on
sl oFf suoereiee
Y 434/ 449.229(3) Emergency Drills Y 434 AL EL DAL A MSTRNLD
8S=F
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Y 434 | Continued From page 25 Y 434 ob) AoV Mas, TLLATDVL e
Vit L DR, e BT D v Tulie
There was documented evidence fire drills were Uceeouda weer 8% on
conducted on a quarterly basis (1/5/08, 4/5/08, TUAL S FOL | O B
7/5/08 and 10/5/08).
8 BheAC T s DO
Employee #3 in_dicated the facility only conducted DT e SRl Dl
quarterly fire drills. The employee did not provide BE DONT O A LELE ~
an explaination to why the policy was changed. :“U‘_ Iy > oy
Severity: 2 Scope: 3 ¥ pTTaednraens %14
Y 444 449.229(9) Smoke Detectors Y 444 TE any
SS=F Q
\a\ms \o
NAC 449,229 )
9. Smoke detectors must be maintained in proper
operating conditions at all times and must be \{ A2y
tested monthly. The resuits of the tests pursuant
to this subsection must be recorded and A FEaercy v A B “
maintained at the facility. T decoull, O oY
=S L'yoo'l\ - \a-la‘a
This Regulation is not met as evidenced by: wot  adue g S A% T
Based on interview and record review, the facility OF S apldhed
failed to ensure smoke detectors were tested 12 . |
out of the past 12 months. @ PR
- ) T Pt LR, ARy PGy
Findings include: TID noT Carwecl Sue.oulg
There was no documented evidence of a smoke PasreaOL ROU LA O
detector check since 12/5/07.
c.-\ B AN A DTS TR ey,
Employee #3 indicated the facility did not check Fc ol wd HC GreoalE
the smoke detectors. be on T L e
Severity: 2 Scope: 3 PR vt ac
449, >2q (=),
Y 450: 449.231(1) First Aid and CPR Y 450 ‘
SS=E 2 alve\o9
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issued by the American Red Cross or an
equivalent certification will be
accepted as proof of that training.

ensure 2 of 4 caregivers were trained in
30 days of hire (Employee #3, and #4).
Findings include:

Employee #3 had an unknown date of hi

CPR or First Aid certification.

current and his file was in California.

Aid certification.

not have CPR training.

This Regulation is not met as evidenced by:
Based on record review, the facility failed to

and cardiopuimonary resuscitation (CPR) within

There was no documented evidence of a current

Employee #3 indicated his certification was

Employee #4 was hired on 7/1/08. There was no
documented evidence of a current CPR or First

Employee #1 did not know why the employee did

first aid

re.
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Y 450 | Continued From page 26 Y 450 N 40 ;
R~ P et ¥ D ©os
NAC 449.231 2) oS B
1. Within 30 days after an Dok <P e
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Severity: 2 Scope: 2
This is a repeat deficiency from survey on
7/31/07.
Y 533/ 449.260(1)(g)(2) Activities for Residents Y 533 \* CHDD
8s=C Q) FHC AN TEA L At
& e

NAC 449.260
1. The caregivers employed by a residential
facility shall;
(g) Post, in a common area of the facility, a
calendar of activities for each month that notifies
residents of the major activities that will occur in
the facility. The calendar must be:

(2) Kept on file at the facility for not less than
6 months after it expires.

This Regulation is not met as evidenced by:
Based on observation and interview, the facility
failed to provide at least 10 hours of activities for
5 of 5 residents (Resident #1, #2, #3, #4 and #5).

Findings include:

An activity schedule for December was posted in
the dining room. The schedule was from another
group home. Christmas Day was on a
Wednesday. There was no year listed on the
schedule. There was a November activity
schedule posted behind the December schedule.

During the survey, no activities were offered to
the residents.

Employee #1 observed the activity schedule,
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Y 533 Continued From page 28 Y 533
noted the schedule was from another home and
did not have the current year or correct days of
the week corresponding to the dates on the
calender. The employee was unable to explain
the activity schedule,
Severity: 1 Scope: 3
Y 645 449 2704(1) Rate Agreement vess | Jeas
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The administrator of a residential facility shall, Rl BT ol D
upon request, make the following information Sl A,
available in writing: 2
1. The basic rate for the services provided by the g,\ 2as DAY L WS (Svansl
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This Regulation is not met as evidenced by: .y
Based on interview and record review, the facility o A D NS5 S oy
failed to provide a rate agreement for 3 of 5 D mo T ey e,
residents (Resident #2, #4 and #5). PrPeT OwDawxx e-w.L.:b &>
Findings include: >
S) eas vt B $ 15 now
Resident #2 was admitted on 4/23/08. There was
no documented evidence of a signed rate POTEAT 2 vwana
agreement by the resident, Fldaemans Boc gt
CF V2T LT T,
Resident #4 was admitted on 6/18/08. There was e TIPS ORI IS b
no documented evidence of a signed rate dos Rved oo
agreement by the resident. E 1 PO ouee
S O e LR w p—
Resident #5 was admitted on 9/4/08. There was YN Quocesce ac CRT vt
no documented evidence of a signed rate DO ;
agreement by the resident. | S SOAUDY L .
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Employee #1 indicated there was no documented OF AALET AT 1S VoK
rate agreement in the resident files. The D v o SOV S B0
employee was not sure why there was no BT Lad T O LIS DE
documentation. The employee indicated D DA e E
Resident #5 was admitted under hospice and the Tl L e _
employee did not realize the resident was w4t A S 4420y
required to complete the facility consents.
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Severity: 1 Scope: 2
Y 820/ 448.2734(1)(a) Tracheostomy / Open Wound Y 820
$8=D
\‘ g >

NAC 449.2734

1. A person who has a tracheostomy or
an open wound that requires treatment
by a medical professional must not be
admitted to a residential facility or

be permitted to remain as a resident
of a residential facility unless:

(2) The wound is in the process of
healing or the tracheostomy is stable
or can be cared for by the resident
without assistance.

This Regulation is not met as evidenced by:
Based on record review, the facility failed to
ensure care was provided for a pressure ulcer for
one resident (Resident #7}.
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NAC 449,274

5. Before admission and each year after
admission, or more frequently if there is a
significant change in the physical condition of a
resident, the facility shall obtain the results of a
general physical examination of the resident by
his physician. The resident must be cared for
pursuant to any instructions provided by the
resident's physician.
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The hospital record for 1/25/08 indicate the
_ . —~— Yrew oS QT A
resident had a Stage Il decubitus on the sacral B € 10s X
area. BPREAANC UG R | D LDy —
C P NNO OF HTOH0RT C_\_‘. o
On 12/10/08 at 5:00 PM, a telephone interview G WRel O AR .
with Employee #2 revealed the resident was "
under the care of a home health agency. The 2) sreednnmns ¥ 4Q
employee revealed her husband had forgotten ~ T, s
about the home health agency during the survey. N®
- . X 2lve\e!y
Employee #2 indicated the resident was able to
move around in bed. The employee revealed the
resident had wanted to stay in bed all day except \’ TR
_for ‘rneals due to .chest pain. The _emplc_:yee AY e ity UdS L TEXE
indicated the resident was becoming still and she
notified the resident's physician of this. TP ER DoexLR TP BwaAd e
_ Yes . Deat F$ A Daldg weac
Severity: 2 Scope: 1 e
Complaint #NV00017324 Poaapu s s LesiDaAT
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Y 859 449.274(5) Periodic Physical examination of a Y 859 OF AN HwDLON -
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Continued From page 31

This Regulation is not met as evidenced by:
Based on interview and record review, the facility
failed to obtain the results of an initial physical
examination for 1 of 5 residents (Resident #5).

Findings include:

Resident #5 was admitted on 9/4/08 with
diagnoses including end stage Parkinson
Disease and paralysis agitans. The resident's
record failed to provide documented evidence of
the results of an initial physical examination for
2008,

On 12/4/08 at 2:30 PM, the Employee #1
indicated the resident was transferred from a
hospice inpatient facility to the group home. The
employee revealed she did not realize a physical
exam was required prior to admission to the
facility if the resident arrived from a hospice
agency.

Severity: 2 Scope: 1

449 2742(1)a)(1) 449.2742(1){a)(1) Medication
Administration

NAC 449.2742
1. The administrator of a residential facility that
provides assistance to residents in the
administration of medications shall:
(a) Ensure that a physician, pharmacist or
registered nurse who does not have a financial
interest in the facility:

(1) Reviews for accuracy and
appropriateness, at least once every 6 months
the regimen of drugs taken by each resident of

Y 858

Y 870
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Y 870 Continued From page 32 Y 870 TALE 405 NAeouD S 1D
the facility, including, wlthput Iimltatlpn, any TG AT U S, 2T
over-the-counter medications and dietary
supplements taken by a resident. &) alagloq
This Regulation is not met as evidenced by:
Based on record review, the facility failed to
ensure a medication profile review was
performed by a physician, pharmacist or
registered nurse at least once every six months
for 1 of 1 residents residing in the facility for
longer than six months (Resident #2).
Findings include:
Resident #2 was admitted on 4/23/08 . There
was no documented evidence of a medication
profile review available in the record.
Severity: 1 Scope: 1
This is a repeat deficiency from survey on
7131/07.
Y 876 449.2742(4) NRS 449.037 vere | N ¥76
$S=B q\ ST IS > OF <L mpe vy
NAC 449.2742 . _ o Ve Ot il vaJP e -y
4. Except as otherwise provided in this Bac DN REEROLE naa
subsection, a caregiver shall assist in the o= e ud?274
administration of medication to a resident if the & ’
resident needs the caregiver's assistance. A Py govmvny @&t oAl
caregiver may assist the ultimate user of : o2 LG
controlled substances or dangerous drugs only if n < Rt |
the conditions prescribed in subsection 6 of NRS Nee dd™ 3140 15 1
449.037 are met. Corm VLD C2 Ay <.
I oA reA.
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This Regulation is not met as evidenced by:
NRS 449.037(6). The Board shall adopt separate
regulations regarding the assistance which may
be given pursuant to NRS 453.375 and 454.213
 to an ultimate user of controlled substances or

| dangerous drugs by employees of residential

| facilities for groups.

| NRS 453.375 Authority to possess and

' administer controfled substances. A controlled
substance may be possessed and administered
by the following persons:

| 6. An ultimate user or any person whom the
ultimate user designates pursuant to a written

| agreement.

' NRS 454,213 Authority to possess and
administer dangerous drug. A drug or medicine
referred to in NRS 454.181 to 454.371, inclusive,

| may be possessed and administered by:

10. An ultimate user or any person designated by
| the ultimate user pursuant to a written

' agreement.

Based on record review, the facility failed to
ensure an uitimate user agreement was signed
for 2 of 5 residents (Resident #4 and #5).

Findings include:

Resident #4 was admitted on 6/18/08. The

resident's file did not contain a signed ultimate
| user agreement that authorized the facility to

administer medications to the resident.

Resident #5 was admitted on 9/4/08. The
resident’s file did not contain a signed ultimate
user agreement that authorized the facility to
administer medications to the resident.

Employee #1 indicated she was not sure why the
consents were not in the residents record,
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Y 878 449.2742(6)(a)(1) Medication / Change order vers |81 3
ss-E Q) craecuaes ov W
TEC LT | S nSel 2D

NAC 449.2742
8. Except as otherwise provided in this
subsection, a medication prescribed by a
physician must be administered as prescribed by
the physician. If a physician orders a change in
the amount or times medication is to be
administered to a resident:
(@) The caregiver responsible for assisting in the
administration of the medication shall:

(1) Comply with the order.

This Regulation is not met as evidenced by:
Based on record review the facility failed to
ensure the medication prescribed by a physician
was administered as prescribed for 2 of 5
residents (Resident #2 and #4).

Findings Include:

1. Resident #2 was admitted on 4/23/08 with
diagnoses including Diabetes Mellitus,
Hypertension, Coronary Artery Disease and
Colon Cancer. The resident had an order written
on 8/20/08 for Hydrocodone 1 tab to be taken
every 4 to 6 hours as needed (PRN). The
October 2008 medication administration record
{MAR) showed Hydrocodone was given 2 times a
day. The November 2008 and December 2008
MAR indicated Hydrocodone was given 3 times a

day. Administration of the medication was
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subsection, a medication prescribed by a
physician must be administered as prescribed by
the physician. |If a physician orders a change-in
the amount or times medication is to be
administered to a resident:
(@) The caregiver responsible for assisting in the
administration of the medication shall:

(2) Indicate on the container of the medication
that a change has occurred.

This Regulation is not met as evidenced by:
Based on interview and record review, the facility
failed to indicate on a medication container a
medication order had been changed for 1 of 5
residents (Resident #1).

Findings include:

Resident #1 was admitted on 6/30/08 with
diagnoses including Diabetes Mellitus, Cerebral
Vascular Accident, Hypertension, Hyperlipidemia
and Degenerative Joint Disease.

The September 2008, October 2008, November
2008 and December 2008 medication
administration record (MAR) were reviewed. The
MAR's revealed the resident was receiving 40
milligram of Furosemide three times a week. The
pharmacy label indicated the medication was to
be administered two times a week. A physician
order dated 9/3/08 revealed the physician
increased the frequency to three times a week,
but no one had indicated on the bottle that a
change had been made.

Employee #4 indicated the medication was given
as ordered. The employee had the new
medication container with the pharmacy label

l reading Furosemide 40 milligram, give 3 times a

1%1%
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NAC 4492742

| 6. Except as otherwise provided in this
subsection, a medication prescribed by a
physician must be administered as prescribed by

' the physician. If a physician orders a change in
the amount or times medication is to be
administered to a resident;
{c) If the label prepared by a pharmacist does not

| match the order or prescription written by a
physician, the physician, registered nurse or

| pharmacist must interpret that order or
prescription and, within 5 days after the change is
ordered, the interpretation must be included in
the record maintained pursuant to paragraph (b}

| of subsection 1 of NAC 449.2744.

This Regulation is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure the medication label matched the
prescription for 1 of 5 residents (Resident #1).

Findings include:

Resident #1 was admitted on 6/30/08 with
| diagnoses including Diabetes Meliitus, Cerebral
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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Y 879 Continued From page 37 Y 879
week. The employee revealed he did not realize
the container had to be changed to reflect the
change of the medication.
Severity: 2 Scope: 1
Y 882 449.2742(6)(c) Medication / change order Y 882 Y Q% 2
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Y 882 | Continued From page 38 Y 882

Vascular Accident, Hypertension, Hyperiipidemia
and Degenerative Joint Disease,

The September 2008, October 2008, November
2008 and December 2008 medication
administration record (MAR) were reviewed. The
MAR's revealed the resident was receiving 40
milligrams of Furosemide three times a week.
The pharmacy label indicated the medication was
to be administered two times a week. A
physician order dated 9/3/08 reveaied the
physician increased the frequency to three times
a week, but no one had indicated on the bottie
that a change had been made.

Employee #4 indicated the medication was given
as ordered. The employee had the new
medication container with the pharmacy label
reading Furosemide 40 milligrams, give 3 times a
week, The employee revealed he did not realize
the interpretation of the order was required within
5 days and needed to be included in the residents
record.

Severity. 2 Scope: 1

Y 907 449.2746(1)(c) PRN Medication Y 907 \{ K01

$8=E q.) LR Gt h St alPD T,

L b paPDIVNE NA S dd 9.2
LR OCHTWOWMS.,

NAC 449.2745

[V

1. A caregiver employed by a residential facility ) BO vy s T bRl t
shall not assist a resident in the administration of MO s TP En Tt
medication that is taken as needed unless: EhCAt TA L LA Lo
{c) The caregiver has received written ebe edgq->t LY.
instructions indicating the specific symptoms for et vl
which the medication is to be given, the amount &) 2 s{o«q

| of medication that may be given and the

| frequency with which the medication may be
given,
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¥ 907 | Continued From page 39

This Regulation is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure specific instructions were
provided for as needed (PRN) medication for 2 of
5 residents (Resident #2 and #4)

Findings include:

1.Resident #2 was admitted on 4/23/08 with
diagnoses including Diabetes Mellitus,
Hypertension, Coronary Artery Disease and
Colon Cancer. Hydrocodone was ordered on
8/20/08. The medication was to be given every 4
to 6 hours PRN. There was no indication of the
specific symptoms for which the medication may
be given.

Employee #4 indicated he did not realize the
physician had to provide a specific time frame
and specific symptoms for the medication
ordered. The employee indicated the resident
wanted his Hydrocodone three times a day and
did not ask for them.

2. Resident #4 was admitted on 6/18/08 with
diagnoses including Psychosis NOS, Chronic
Obstructive Pulmonary Disease, history of
Cerebral Vascular Accident, Hypertension, renal
insufficiency and legally blind. Restoril was
ordered on 8/19/08. The medication was to be
given at bedtime PRN, There was no indication
of the specific symptoms for which the
medication may be given.

Employee #4 indicated he did not realize the
physician had to provide specific symptoms for
the medication ordered. The employee indicated

Y 907 \IOLD‘—]
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the resident wanted his Restoril at bedtime and i
didnot ask for them. ;
Severity: 2 Scope: 2 !
Y 933 449.2749(1)(d)(1) Resident File i Y 933 \{ Ar>
S8=B
| Q_\ FThHEL AT DS LKl
W Ca e DWAE ML S 4d ],
NAC 4492749
|
i

resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medicat
information and any other information related to
the resident, including without limitation:
(d) A statement from the resident’s physician
concerning the mental and physical condition of
the resident that inciudes:

(1) A description of any medical conditions
which require the performance of medical
services.

This Regulation is not met as evidenced by:

failed to ensure a physician statement was
completed on 2 of 5 residents (Resident #1, and
#5).

Findings include:
Resident #1 was admitted on 6/30/08 with

diagnoses including Diabetes Mellitus, Cerebral
Vascular Accident, Hypertension, Hyperlipidemia

Based on interview and record review, the facility 5
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and Degenerative Joint Disease. There was no
documented evidence of a completed physician
statement in the resident's record.
Resident #5 was admitted on 9/4/08 with
diagnoses including end stage Parkinson
Disease and Paralysis Agitans. There was no
documented evidence of a completed physician
statement in the resident's record.
Employee #1 indicated she was not sure why the
physician statement had not been completed.
Severity: 1 Scope: 2
Y 936 449.2749(1)(e) Resident file Y 936 qaste
SS=F
NAC 449.2749

1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:

(e) Evidence of compliance with the provisions of
chapter 441A of NRS and the regulations
adopted pursuant thereto.

This Regulation is not met as evidenced by:
NAC 441A.380 is hereby amended to read as
follows:

441A.380 1. Except as otherwise provided in this
section, before admitting a person to a

medical facility for extended care, skilled nursing,
or intermediate care, the staff of the facility shall
ensure that a chest radiograph of the person has
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies,
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1. Resident #1 was admitted on 6/30/08. The
resident's file contained a negative chest x-ray U Foerin rn s nRpe
repctth_ dgted 6/23/08. Tr';e resident’s file did not LRl p Pl Qadies ;_} Faat-1a!
contain documentation the resident completed
the required two-step TB skin testing. FoL b anq, aqy K cont -
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Employee #1 indicated she thought the chest > O
X-ray was good enough for admission. b) romainisca Vo
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2. Resident #2 was admitted on 4/23/08. The B L Nic LRk 214K
resident's file contained documentation the LA Pt .
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3. Resident #3 was admitted on 7/21/08. The Ceer e wasmolrTwo
resident's file contained a negative chest x-ray > 214G |
report dated 6/24/08. The resident's file did not nee du 4.
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' NAC 449.2749 <G va3é

1. A separate file must be maintained for each

resident of a residential facility and retained for at & 3-[’)9 [o Q

least 5 years after he Permanently leaves the

facility. The file must be kept locked in a place

| that is resistant to fire and Is protected against
unauthorized use. The file must contain all ]3Y
records, letters, assessments, medical 7

information and any other

such an evaluation:

perform an evaluation on
ability to perform the activ
(Resident #1, #3 and #4).
Findings include:

no documented evidence

no documented evidence

no documented evidence

the resident, including without limitation:

(9) An evaluation of the resident's ability to
perform the activities of daily living and a brief
description of any assistance he needs to
perform those activities. The facility shall prepare

(1) Upon the admission of the resident,

This Regulation is not met as evidenced by:
Based on record review, the facility failed to
3 of & residents for their
ities of daily living (ADL)

Resident #1 was admitted on 6/30/08. There was

Resident #3 was admitted on 7/21/08. There was

assessment in the resident's record,

information related to

of an initial ADL

assessment in the resident's record. !
i

T
of an initial ADL lg
|
i

Resident #4 was admitted on 6/18/08. There was ;

of an initial ADL i
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Y938 Continued From page 47 Y 938 %Y rel\oq
assessment in the resident's recorg.
Employee #1 revealed the assessment form was
given to the physician and the physician must not
_have completed the form. The employee
indicated she was not aware the facility would
provide the ADL assessment.
Severity: 2 Scope: 3
Y 941 449.2749(1 }(h) Resident file Y 941
$8=C \t aat
GL\—F e, T wtfe, L AR S
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1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:

(h) A list of the rules for the facility that is signed
by the administrator of the facility and the resident
or a representative of the resident,

This Regulation is not met as evidenced by: ;
Based on interview and record review, the facility

failed to have the rules of the facility signed by the
administrator of the facility and/or the resident for !
5 of 5 residents (Resident #1, #2, #3, #4 and #5).

Findings include: !
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Resident #1 was admitted on 6/30/08, There was
no documented evidence of house rules signed
by the administrator of the facility or the resident.

Resident #2 was admitted on 4/23/08. There was
no documented evidence of house rules sighed
by the administrator of the facility.

Resident #3 was admitted on 7/21/08. There was
no documented evidence of house rules signed
by the administrator of the facility or the resident.

Resident #4 was admitted on 6/18/08. There was
no documented evidence of house rules signed
by the administrator of the facility or the resident.

Resident #5 was admitted on 9/4/08. There was
no documented evidence of house rules signed
by the administrator of the facility or the resident.

Employee #1 indicated she interpreted the
admission agreement as the house rules. The
employee indicated Resident #5 was admitted
under hospice and the employee did not realize
the resident was required to complete the facility
consents.

Severity: 1 Scope: 3

Y1010 449.2764(1) MI Training Y1010 \l 10\O
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NAC 449.2764 PR uat, NAS LU 2
1. A person who provides care for a resident of a € G 3T e
residential facility for persons with mental B
ilinesses shall, within 60 days after he becomes D) ronavrisTuATEwl oot
employed at the facility, attend not less than 8 N Dt TOW. @ Puog ael

hours of training concerning care for residents
. . z oWl R <D
who are suffering from mentai illnesses. { < |
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Findings include:

care of persons with mental ifinesses.

care of persons with mentaj illnesses.

Severity: 2 Scope: 2

Tonell\ VO e be"vrj—c' < atecy
This Regulation is not met as evidenced by: On WA 2ooq
Based on record review, the facility failed to
ensure that 2 of 4 caregivers received eight hours D) Glovee ¥3 gy Vo g
of training concerning the care of residents with ,-,_l \ 3\ o]
mental illnesses {Employee #1 and #3) ;
93 T ¥ Cidr e T W o 01

The facility had an endorsement on its license to
care for residents with mental ilinesses.

Employee #1 was hired on 9/9/08. The
employee's file did not contain documented
evidence of eight hours of training related to the

Employee #3 had an unknown date of hire. The
employee's file did not contain documented
evidence of eight hours of training related to the

This is a repeat deficiency from survey on

7/31/07. J168D
[ S Foarmaly,
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This Regulation is not met as evidenced by: A\ Ia'-l L K
Based on recorg review, the facility failed to
ensure 4 of 4 employees received the 4 hours of
| training concerning the care of residents with
chronic illnesses (Employees #1, #2, #3.and #4).

Findings include:

Employee #1 was hired on 5/9/08. The empioyee
| file failed to provide documented evidence of any
training related to the care of persons with
' chronic ilinesses.

Employee #2 was hired on 5/1/08. The employee
| file failed to provide documented evidence of any
| training related to the care of persons with

chronic ilinesses.

Employee #3 has an unknown date of hire. The
employee file failed to provide documented
evidence of any training related to the care of
persons with chronic iflnesses.

Employee #4 was hired on 711/08. The employee
file failed to provide documented evidence of any
training related to the care of persons with
chronic ilinesses.
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